
Original Article

The Benefits of Giving a Massage on the Mental State
of Massage Therapists: A Randomized, Controlled Trial

Anne M. Jensen, DC, ICSSD, MSc,1,2 Adaikalavan Ramasamy, MSc, DPhil,3,4,5

Judith Hotek, BS,6 Brian Roel, LMT,7 and Drew Riffe, LMT, DC7

Abstract

Objectives: The objective of this study was to determine whether giving a massage had an impact of the mental
state of the massage therapist.
Design: The design of this study was a randomized, controlled, blinded study with two parallel groups.
Settings/location: This study was conducted at an accredited school of therapeutic massage in Dallas, Texas.
Subjects: The study comprised healthy female and male final-term massage students between ages 18 and
65 years.
Interventions: The participants were randomized into two groups: (1) the experimental group who gave a 1-
hour Swedish massage to a massage client (Massage group), or (2) the control group who sat in a room doing
normal, daily activities (Control group). Both these activities were a normal part of the daily routine for these
massage students.
Outcome measures: The primary outcomes were the change in the Depression Anxiety and Stress Scale (DASS)
scores pre- and postparticipation.
Results: Twenty-two (22) participants were randomized in this trial. The baseline characteristics were compa-
rable between the two groups. A statistically significant advantage for the massage group was found relative to
the control group in subjective anxiety (DASS Anxiety Subscale, p = 0.014). There were no significant differences
between the groups with regard to total DASS score ( p = 0.540), subjective depressive symptoms (DASS De-
pression Subscale, p = 0.472) and subjective stress-related symptoms (DASS Stress Subscale, p = 0.919). There
were no adverse events reported by any participant.
Conclusions: This study shows that massage therapists themselves may benefit from giving a therapeutic
massage by experiencing less subjective anxiety following the giving of a massage.

Introduction

Therapeutic massage has been shown to have numerous
beneficial effects, including the psychologic benefits of en-

hanced emotional well-being, calmness, improved mood, re-
laxation, and reduced anxiety.1 However, research to date has
focused on benefits to the recipient of the massage,2 and has
ignored any effects on the person giving the massage, the mas-
sage therapist. In a thorough search of the literature, no peer-
reviewed study was found reporting any biopsychosocial effects
that giving a massage might have on the massage therapist.

Since ancient times, touch has been used as a healing tool
in all cultures.3 Yet in the mind of the rational, ocularcentric
modern Western individuals, it plays an inconsistent and
often confusing role in health and well-being, and as a result
touch is often disdained. From birth, touch promotes an in-
fant’s neuropsychologic, physiologic, and social develop-
ment.4–6 In later stages as well, touch has been shown to be
associated with more satisfactory social relations.7 Para-
doxically, in regard to health and well-being, it is arguably
the most important of our basic senses, yet it is least un-
derstood.
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With touch therapies such as massage, it is impossible to
touch without being touched oneself.8,9 It is precisely this
quality that makes the sense of touch unique from any other
human sense (e.g., I can see you without you seeing me).
Furthermore, as Mazzio10 describes, the experience of touch
often eludes adequate verbal description: ‘‘When humans
touch, there is a reciprocity of sensation at once physical and
psychological that may be felt but not fully grasped.’’

It is speculated that through this blurred connection, the
giver of a touch therapy also receives a therapeutic benefit.
The purpose of this study is to investigate whether giving a
massage impacts the state of mind of massage therapists.

Materials and Methods

Objectives

The aim of this study was to investigate whether giving a
massage impacts the mental state of a massage therapist,
including depression, anxiety, and/or stress. It was specu-
lated that the feelings of depression, anxiety, and stress
would reduce following the giving of a massage.

Participants

In this single-blinded, randomized, controlled trial, 22
participants were recruited from a population of final-
trimester therapeutic massage students. Volunteers were
included if they were healthy, mentally and physically, and
aged between 18 and 65 years. They were excluded if they
currently had any contraindications of giving a massage
(e.g., inflammatory arthritides). Of the 22 volunteers en-
rolled, 11 were randomly allocated to the experimental
group and gave one 1-hour massage. The remaining 11
participants served as controls, and sat in a room for 1 hour.

Interventions

No participants in either arm delivered any form of mas-
sage or other touch therapy on the day of their participation,
nor did they participate in any practical touch training on the
day of their participation. Participants in the experimental
group gave one 1-hour Swedish massage to a massage client,
which was part of the normal routine for these participants.
In all cases, plain massage lotion, free of fragrances and other
additives, was used.11 The control participants sat in a
classroom for 1 hour, with no other explicit instructions,
which is also normal routine for these participants. It is im-
portant to note that the normal routines for all participants
were kept unchanged, except for completion of question-
naires before and after the allocated 1 hour. All interventions
occurred at an accredited school of therapeutic massage.

Outcomes

The primary assessment measure was the Depression An-
xiety and Stress Scales (DASS). The DASS is a set of three self-
report scales measuring the affective states of depression (‘‘D’’),
anxiety (‘‘A’’) and stress (‘‘S’’).12 Each of the 21 items is scored
from ‘‘0’’ (Did not apply to me at all) to ‘‘3’’ (Applied to me very
much or most of the time’’).12 A template was used to score the
test, and the total score and three subscores were calculated for
each of the subcategories. Subscores can range from 0 to 28 + ,
with normal being at the lower end of the range.12 The DASS

was found to have adequate convergent and discriminant va-
lidity12 and good reliability, including test–retest reliability.12,13

Sample size

Sample size estimation was performed based on the pri-
mary outcome measure, the DASS (total score). The mini-
mum change in the total DASS score of 10 points was
predicted using the results from a similar effectiveness
studies.14,15 Using the DSS Research Sample Size Calculator
Software and 5% level of confidence, a total of 22 subjects (11
per group) would be required from a statistical power of
0.81. There was no anticipation of any loss-to-follow up and
thus no further adjustment for attrition was made.

Randomization and blinding

Participants meeting the eligibility criteria were pooled
and randomly allocated to a group by an independent as-
sistant. Randomization took place using sealed opaque en-
velopes containing group allocation, which was selected for
each participant upon enrollment. Only the principal inves-
tigator had prior knowledge of the contents of each of the
envelopes. Another independent assistant who was blind to
the group allocation administered the assessment question-
naires. While it is difficult to blind study participants when
hands-on therapies are allocated, in this study this was ac-
complished because the participants’ normal routines were
not disrupted. More explicitly, the normal daily activities of
these massage students (who were in the phase of their ed-
ucation in which they were actively seeing clients) involved
coming in at the start of a shift, and sitting in the student
lounge to wait for walk-in clients. Therefore, some of these
students were assigned a massage (a normal activity) and
some of these students were not assigned a massage (also a
normal activity). Due to the normality of these activities, it is
believed that all participants were blind to group allocation
for the duration of their participation in the study.

Statistical methods

The data were analyzed using SPSS 17.0. The change in
DASS subscores pre- and postintervention between the two
groups was performed using the nonparametric Mann–
Whitney U-test statistics16,17 to test whether the difference in
medians of the two groups is statistically significant. When a
difference in the direction of the test statistics is a priori an-
ticipated, a one-tail procedure is implemented. Otherwise a
two-tailed procedure is indicated.

Standard protocol approvals, registrations,
and patient consents

This protocol received ethics committee approval by the
Parker University Institutional Review Board (Approval
#R07_10). Also, this study was registered with a clinical trials
registry: ClinicalTrials.gov (Identifier #NCT01169480). Writ-
ten informed consent was obtained from all participants, and
all other tenets of the Declaration of Helsinki were upheld.

Results

Twenty-five (25) people were screened, 22 were random-
ized, and 22 were included in the analysis (Fig. 1, Consolidated
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Standards of Reporting, or CONSORT, Diagram). The most
frequent reason for exclusion was scheduling difficulties (12%).
The differences between the groups at baseline were not sta-
tistically significant (Table 1). In addition, all participants scored
in the ‘‘normal’’ range for all DASS scores.

The primary analysis was intention-to-treat and involved
all participants (N = 22) who were randomly assigned to both
groups. Table 2 summarizes the changes in scores from
baseline to second assessment (before and after giving a
massage or rest). Secondary analyses identified a statistically
significant advantage for the massage group relative to the
control group in subjective anxiety (DASS Anxiety Subscale,
p = 0.014). There were no significant differences between the

groups with regard to total DASS score ( p = 0.540), subjective
depressive symptoms (DASS Depression Subscale, p = 0.472)
and subjective stress-related symptoms (DASS Stress Sub-
scale, p = 0.919). See Figure 2 for a boxplot of the changes in
DASS scores (plus p-values) by DASS category and group,
and Figure 3, by group and gender. There were no adverse
events reported by any participant.

Discussion

Many studies have examined the therapeutic effect of re-
ceiving a massage, and in general have found some benefit.
The results of this study suggest that the giver of a massage,
the massage therapist, also receives a therapeutic benefit
from the experience, in the form of reduced subjective anx-
iety. The difference compared with a no-intervention control
group was large and clinically relevant.

One strength of this study is its uniqueness in the litera-
ture. No study published to date has investigated the ther-
apeutic effects for the therapist of giving a massage or other
touch therapy. Another strength was its zero-dropout rate.
Other strengths are its simple and pragmatic randomized,
controlled study design, the careful and clever blinding of
assessors and study participants, and faithful adherence to
protocols. However, this study also has a number of limita-
tions that must be taken into account.

The main limitation of this study was that it might have
been underpowered. Because no prior research on this topic

FIG. 1. CONSORT Diagram (Consolidated Standards of
Reporting Diagram). DASS, Depression Anxiety and Stress
Scales; STAI, State–Trait Anxiety Inventory.

Table 1. Participant Characteristics at Baseline

Experimental
group (N = 11)

Control group
(N = 11)

Variable Mean (SD) Mean (SD) p-Value

Age (years) 33.8 (14.5) 29.4 (11.3) 0.36
Gender (% male) 27.3% 45.5% 0.66a

Baseline scores
DASS–Total 23.5 (21.0) 22.9 (21.1) 0.97
DASS–Depression 5.6 (6.9) 4.9 (5.3) 1
DASS–Anxiety 6.7 (7.2) 6.4 (6.9) 1
DASS–Stress 11.1 (8.9) 11.6 (10.4) 1

SD, standard deviation; DASS, Depression Anxiety Stress Scales.
ap-Value from two-sample test for equality of proportions with

continuity correction. Otherwise p-value was calculated using
Mann–Whitney test statistics with exact conditional distribution of
test statistics. All p-values reported in this table are based on two-
sided hypothesis testing.

Table 2. Participant’s Change in DASS Scores

Massage group (N = 11) Control group (N = 11) Effect sizea

Variable Mean (SD) Mean (SD) (95% CI) p-Valueb

Changes in scores
DASS–Total - 4.91 (11.08) - 2.55 (6.27) - 0.253 0.540
DASS–Depression - 1.45 (3.36) - 1.09 (2.43) - 0.119 0.472
DASS–Anxiety - 1.82 (2.60) 0.55 (1.81) - 1.015 0.014
DASS–Stress - 1.64 (6.50) - 2.00 (4.90) 0.061 0.919

SD, standard deviation; CI, confidence interval; DASS, Depression Anxiety Stress Scales.
aEffect size is calculated using Hedges’ adjusted g formula which gives an unbiased estimate with small samples sizes.
bp-Value from Mann–Whitney test statistics using exact conditional distribution of test statistics. The p-values were calculated under one-

sided hypothesis testing for superiority of massage.
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could be found, an adequate estimation of sample size was
difficult. It is noted that DASS subscores dropped for both
groups, with only the DASS Anxiety subscore achieving
significance. In addition, sample size was estimated using
only the total DASS score. If estimations using the individual

subscores were made and the largest sample size estimation
was used, statistical significance might have been reached in
other DASS categories as well.

Another limitation of this study is the lack of follow-up
assessment, which would have given an indication of the
durability of effect. Inclusion of longer-term data would have
strengthened the study; however, its feasibility in this or a
similar setting is questionable. In a therapeutic massage
practice, a therapist would normally massage several people
per day for days in succession, and not one in isolation,
confounding the long-term effects of giving one massage.
Future research may want to investigate the durability of
effect.

Finally, the participants were massage students in their
last term of training, and therefore, had limited practical
experience. They also may have lacked self-confidence. As a
result, for some participants, the act of giving a massage may
have been stressful, and therefore may have negatively im-
pacted the therapist’s mental state. In addition, all massages
were also assessed by the massage client, which is also part
of the normal routine. However, this may have evoked dis-
tress, or a ‘‘test anxiety’’ state. Future research should control
for these potential confounders or use experienced thera-
pists. In addition, while the measure used in the study (the
DASS) is considered sound, future research may also wish to
choose different measures of mental state, such as a different
psychometric, or even a physiologic measure, such as a
biomarker of stress.

This study may attract criticism for not monitoring or
limiting the activities of the control group. However, the

FIG. 2. Boxplot of changes in Depression Anxiety and
Stress Scales (DASS) scores by DASS category and group.
One value of the p-value from Mann–Whitney test statistics
between massage group and controls for each DASS cate-
gory is shown in parentheses.

FIG. 3. Changes in Depres-
sion Anxiety and Stress
Scales subscores by group
and gender.
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activities assigned to both arms of this study (‘‘giving a
massage’’ or ‘‘sitting in a room waiting’’) were normal daily
activity for all participants, and therefore, should not con-
found results. On the other hand, the addition of an active
control condition would have helped tweeze out the thera-
peutic effects of attention or a specific activity from that of
the massage, and therefore, strengthened this study. Such an
active control group could simply have observed a massage
taking place, had some other nontherapeutic interaction with
a client, or attended a lecture.

Other health professionals, such as chiropractors, osteo-
paths, nurses, and physical therapists, also offer touch ther-
apies. These results may not be generalizable to other
groups. Future research on the therapeutic effects of offering
touch therapies targeting other health professionals is also
warranted.

The purpose of this study was to investigate whether
giving a massage impacts the mental state of the therapist.
Since these results support the authors’ hypothesis and also
support anecdotal evidence, speculation about the causation
of the benefits is warranted.

The skin is considered the most primitive sense organ,18

playing an important role in communication and facilitating
social relationships. The therapeutic effect of touch is unde-
niable in all stages of life and for varying conditions.4,5,19,20

Tactile sensations, as compared to the other senses, are un-
ique in two important ways: (1) They are spread throughout
the body, and (2) whoever is touched, touches back.9 This
link between object and subject affords a communication that
is nonverbal, allowing each to experience the other’s dispo-
sition.9 It is precisely this connection21 that is speculated to
be the basis for the promising results of this trial, the bene-
ficial effect of giving a massage.

Conclusions

This study shows that massage therapists may themselves
benefit from giving a therapeutic massage by experiencing
less subjective anxiety following the giving of a massage.
Additional research is warranted to explore other potential
benefits for touch therapists.

Acknowledgments

The authors would like to thank Dr. Lavada Smith for her
enthusiasm and her important contributions to this study.

Disclosure Statement

No competing financial interests exist.

References

1. Moyer CA, Rounds J, Hannum JW. A meta-analysis of
massage therapy research. Psychol Bull 2004;130:3–18.

2. Robinson J, Biley FC, Dolk H. Therapeutic touch for anxiety
disorders. Cochrane Database Syst Rev 2007;3:CD006240.

3. Majno G. The Healing Hand: Man and Wound in the An-
cient World. Cambridge, MA: First Harvard University
Press, 1991.

4. Ardiel EL, Rankin CH. The importance of touch in devel-
opment. Paediatr Child Health 2010;15:153–156.

5. Feldman R, Singer M, Zagoory O. Touch attenuates infants’
physiological reactivity to stress. Dev Sci 2010;13:271–278.

6. Kulkarni A, Kaushik JS, Gupta P, et al. Massage and touch
therapy in neonates: The current evidence. Indian Pediatr
2010;47:771–776.

7. Gulledge AK, Stahmann RF, Wilson CM. Seven types of
nonsexual romantic physical affection among Brigham
young university students. Psychol Rep 2004;95:609–614.

8. Mazis GA. Touch and vision: Rethinking with Merleau-
Ponty and Sartre on the caress. Philosophy Today 1979;23:
312–318.

9. Hsu E. Towards a science of touch, part I: Chinese pulse
diagnostics in early modern Europe. Anthropol Med 2000;
7:251–268.

10. Mazzio C. The senses divided: Organs, objects, and media
in early modern England. In: Howes D, ed. Empire of the
Senses: The Sensual Cultural Reader. Oxford: Berg, 2005:
85–105.

11. Schiff A. Literature review of back massage and similar
techniques to promote sleep in elderly people [in German].
Pflege 2006;19:163–173.

12. Crawford JR, Henry JD. The Depression Anxiety Stress
Scales (DASS): Normative data and latent structure in a
large non-clinical sample. Br J Clin Psychol 2003;42:111–131.

13. Brown TA, Chorpita BF, Korotitsch W, Barlow DH. Psy-
chometric properties of the Depression Anxiety Stress Scales
(DASS) in clinical samples. Behav Res Ther 1997;35:79–89.

14. Bradbury CL, Christensen BK, Lau MA, et al. The efficacy of
cognitive behavior therapy in the treatment of emotional
distress after acquired brain injury. Arch Phys Med Rehabil
2008;89(12 suppl):S61–S68.

15. Mitchell J, Stanimirovic R, Klein B, Vella-Brodrick D. A
randomised controlled trial of a self-guided Internet inter-
vention promoting well-being. Computers Hum Behav
2009;25:749–760.

16. Conover WJ. Practical Nonparametric Statistics. 3rd ed. New
York: John Wiley & Sons, 1998.

17. Mann HB, Whitney DR. On a test of whether one of two
random variables is stochastically larger than the other.
Annals of Mathematical Statistics. 1947;18:50–60.

18. Gilman S. Touch, sexuality and disease. In: Bynum WF,
Porter R, eds. Medicine and the Five Senses. Cambridge, UK:
Cambridge University Press, 1993:198–224.

19. Viggo Hansen N, Jorgensen T, Ortenblad L. Massage and
touch for dementia. Cochrane Database Syst Rev 2006;4:
CD004989.

20. Suzuki M, Tatsumi A, Otsuka T, et al. Physical and psy-
chological effects of 6-week tactile massage on elderly pa-
tients with severe dementia. Am J Alzheimer’s Dis Other
Dementias 2010;25:680–686.

21. Mercer SW, Reynolds WJ. Empathy and quality of care. Br J
Gen Pract 2002;52(suppl):S9–S12.

Address correspondence to:
Anne M. Jensen, DC, ICSSD, MSc

2000 East Irving Boulevard
Irving, TX 75060

E-mail: anne.jensen@wolfson.ox.ac.uk

GIVING A MASSAGE REDUCES ANXIETY IN THERAPISTS 5


